Growing Pains SIR,-We are glad that Dr. J. A. Ford and Dr. M. G. Dunnigan (9 September, p. 642) have drawn attention to rickets as a cause of growing pains in children. From our experiences of rickets in Birmingham, and from a survey of 565 school children aged 14 to 16, it is evident that many have complained of aches and pains and been diagnosed as having "growing pains" in the months before a raised alkaline phosphatase has been demonstrated. We have also been impressed with the disappearance of these symptoms with vitamin-D therapy.
In contradistinction to the Glasgow observations our findings show no difference in the incidence of biochemical rickets between the races-Asian, West Indian, and White. We would therefore suggest that rickets should be considered in the differential diagnosis of "growing pains" not only in Asian but also in West Indian and White children. - Cataracts after Renal Transplantation SiR,-We have had three cases of steroid cataract after 39 kidney transplantations carried out in our department up to last April-an incidence of 7-6%. The patients, two men and a woman, were aged 34-42. None had received steroids or any other immunosuppressive drugs before the transplantation. All had been maintained on periodic haemodialysis for periods of 11, 12, and 1 month respectively, during which their serum calcium was over 8 mg/100 ml.
The total doses of prednisone they had received postoperatively when their cataracts appeared were 17,160, 9,700, and 7,800 mg respectively and the duration of treatment had been 780, 145, and 239 days. The average daily dose of prednisone was 22, 66, and 32 mg. In all three cases the cataract was posterior subcapsular-bilateral in two and unilateral in one.
The three patients received our standard steroid and immunosuppressive treatment. During the first postoperative month we give prednisone 1-2-5 mg/kg and azathioprine 1-5-2 mg/kg daily. After the first month, provided renal function remains stable and there is no evidence of rejection, we lower the prednisone dose to 0 5-1 mg/ kg/48 hr and continue with azathioprine 1-5-2 mg/kg/24 hr. Two of our patients had an acute rejection episode during the first 40 days and they were treated with extra doses of steroids (prednisone 700 mg/24 hr intravenously for 3 and 4 days respectively) and actinomycin C (200j,g/24 hr for 2 and 3 days). Concentration of halothone (,jl.) development of jaundice. Blood was also obtained from 10 apparently healthy subjects with no history of jaundice or exposure to halothane.
Halothane suspensions were prepared as described by Paronetto and Popper3 and tested at concentrations of 1, 5, 15, and 25 IuL Lymphocytes were separated from 20 ml of heparinized blood, exposed to the "antigen" for 72 hours, and the presence of M.IF. detected by the use of unsensitized, oilinduced, peritoneal guinea-pig macrophages in Mackaness-type chambers. All tests were performed in duplicate and examined blind. The results are expressed as a mean migration index (M.I.= migration with antigen/ migration without antigen; positive results show value of < 08).'
Our findings of positive results in both patients as compared to control subjects supported our suspicion that the jaundice was the result of sensitization to halothane (Fig. 1) 
